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Brain Abscess in Small Infants 


REPORT OF 3 CASES 


Grorce Dean Jonnson, M. D. 
SAMUEL E. ELmone, Jr., M. D. 
Frep F. Anams, Jr., M. D. 
Spartanburg, S. C. 


Brain abscess is very uncommon in children and 
especially so in the early weeks of life. This report 
deals with three infants all of whom succumbed to 
brain abscess. 

In two cases the mother had a severe respiratory 
infection; in one, case R, the mother is said to have had 
pneumonia and was still sick several weeks after the 
birth of the baby. Some babies develope severe in- 
fection even when the mother is perfectly well. With- 
in the past year a baby died on the fourth day of life 
of purulent meningitis. The mother had had no fever, 
no evidence of respiratory infection, or symptoms of 
other diseases. Those cases, fortunately, are quite rare. 

The number of brain abscesses in infants under one 
vear reported in the literature is quite small. Farley! 
reported a case of recovery from brain abscess in an 
infant 3 months old. Sanford,2 in 1928, reported two 
cases of his own and reviewed seventeen other cases 
in infants under one year. Since that time other. cases 
referred to by Farley were reported by Lesne et al. 
(1942), Pelfort et al. (1941), and Baumorl et al. 
(1940). All the infants died except the case operated 
on by Farley. The cases were nearly always associated 
with a previous infection. The average age was three 
months. The most common organisms were staphlo- 
coccus, pneumococcus, and colon bacillus. The cases 
reported here were younger at death than any others 
that could be found in the English literature. 

The following are the reports: 

CASE 1. 

Baby girl H: Born 9-22-48 died 10-4-48. Full term, 
normal delivery, normal pregnancy, 1 sib living and 
well, 1 died neonatal death. First note 9-22-48 showed 
a well developed and normal infant. Heart regular, 
slow, and sounds of good quality. Both lungs full of 
rales. No consolidation found. Breathing is irregular, 
apparently a higher center is affected. 

9-22-48 Both lungs full of rales, Penicillin started, 
10,000 units every 3 hours. 

9-24-48 Temperature 96. Fontanel bulging. Respira- 
tion difficult and irregular apparently from intra- 
cranial hemorrhage or disease. Subdural tap done by 


one of us showed no gross hemorrhage but what ap- 
peered to be purulent material or brain matter. Spinal 
fluid showed a cell count of 18, sugar 114 mgm., pro- 
tein 74 mg. Culture later showed staphylococcus albus 
and pneumococcus. 

9-26-48 Urine showed 2 plus albumin, few red 
blood cells. Respiration more regular and fontanells 
not bulging so much. 

9-28-48 Patient about the same. 

10-2-48 Patient some better. Fontancl not bulging. 
Ilas to be tube fed at which time she gets very 
cvanotic. 

10-4-48 At 8:30 A.M., after gavage feeding, 
vomited, turned cyanotic and ceased breathing. Was 
sucked out, gasped a few times and then expired at 
8:50 A.M. 

AUTOPSY REPORT: There was bilateral empyema 
(brain abscess) hyperemia of meninges and edema. 
Old puncture wound of left cerebral hemisphere. 

Cause Of Death: Cerebral empyema. Sectioris of 
the brain revealed each cerebral hemisphere to be 
converted into a large abscess filled with liquid yellow 
debris and pus. The cortex to each lobe is thinned to 
1 cm. and constitutes the wall of the abscess. 

CASE II 

Baby Boy JWR Born 2-27-50 died 3-21-50. Infant 
first seen by one of us 3-4-50. Well developed and 
normal infant 19 inches long. Abdomen, heart, lungs, 
and mouth normal. 

3-5-50 Baby very jaundiced. Fever today (6th day 
of life). Apparently aspirated something. Respiration 
very shallow. Te get penicillin and streptomycin. 
White blood count to be done. J 

3-5-50 10:30 P.M. Grunts with every respiration. 
Temperature 104. White blood count 7,000. Has 
generalized convulsions and grimaces. Vomits a good 
deal of blood—bright red. Hemoglobin 112% today. 
Impression of intracranial hemorrhage. Vomits every- 
thing. Has had several clyses in the past 24 hours. 

3-6-50 12:10 A.M. Had an enema and _ fecal 
material returned. Temperature down to a little over 
100. Seems a little better at the moment. 
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3-6-50 9:15 A.M. Lungs have rales and squeaks 
and wheezes. Twitched and jerked during the night. 
Fever still up. 

3-7-50 9:00 A.M. Lungs almost completely clear 
this A.M. Temperature still 101. Fontanel not so 
tense. Spits up every other feeding. 

3-8-50 Jaundice clearing, lungs clear, cry stronger, 
no longer crying but still slightly dehydrated. 

3-10-50 No fever, no vomiting. Takes 2 ounces at 
a feeding. Still foams at the mouth. Bowels all right. 
Has generalized convulsions several times a day. 

3-17-50 Temperature normal. Vomited this morn- 
ing and stopped breathing. Respiration very shallow 
and slow. Lies in a stupor. Not dehydrated. Still high 
white count. 

3-19-50 Chest clear. Losing weight. Color poor. Not 
spitting up quite so much. X-ray report of barium 
meal, 3-4-50, showed nothing abnormal. 

Temperature varied between 99.4 and 102 until 
3-17-50 when it reached normal. Remained normal 
until 3-21-50 when it rose to a little over 102 at which 
time the infant died. 

AUTOPSY REPORT: Lungs—confluent broncho- 
pneumonia, left lower lobe. Brain — _ ventricular 
empyema with lepto-meningitis. 

CASE Ill 

Baby Girl P: This white girl was born of normal 
spontaneous delivery at Spartanburg General Hospital 
1-15-50 after normal pregnancy, the fourth child of 
which 2 were living and well. She was discharged 3 
days later as being well. She was re-admitted 2-4-50 
because of multiple petechiae of 3 days duration. 
There was no vomiting. Physical examination was 
completely negative except for many small purpuric 
spots of the entire body. The impression was hemor- 
rhagic disease of the newborn. 

Hemoglobin 50%, red blood count 2.7 mil., white 
blood count 12,000; segs 72% ; lymphs 26%; platelets 
less than 3,000. Spinal tap on 2-5-50 yielded xantho- 
chromic fluid (WBC 18, RBC 1,760). As a result of 
several transfusions hemoglobin rose to 80%. 

2-8-50 Blood smear showed no platelets. 


2-9-50 Splenectomy was performed. Recovery was 
uneventful. 

2-10-50 Platelets 56,000. 

2-13-50 Platelets 161,000 and on 2-17-50 the pa- 
tient was discharged as cured. 

2-22-50 The patient was re-admitted to the hospital 
because of hydrocephalus. A left temporal sub- 
arachnoid decompression was performed and a large 
amount of fluid (150 CC) tinged with blood escaped. 
Hemoglobin 80%, white blood count 24,000 with 
57% segs. Blood culture negative. The temperature 
varied from 97 to 100. The child became progressively 
worse and with typical hydrocephalic appearance 
died 3-26-50 after being in the hospital 4 days. 

AUTOPSY OF BRAIN: Both fontanelles were 
open, the anterior measuring 8 cm. on each side. 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


November, 1953 


There was separation of the membranous bones form- 
ing the roof of the skull. When the brain was removed 
from the cranium there was an escape of thick yellow 
pus through the corpus callosum. Culture of this pus 
revealed a pure growth of proteus vulgaris. Serial 
sectioning of the brain revealed all ventricles, 
especially the lateral ones, to be greatly dilated and 
filled with creamy yellow pus. The right occipital pole 
was the site of the spherical semidegenerated blood 
clot (4 cm.) of the wall of the ventricle and the 
cerebral cortex over this area was extremely thinned 
(0.4 cm.). The sequence of events is possibly as 
follows: 

Thrombocytopenic purpura developing within a few 
weeks of birth caused a series of hemorrhages of the 
brain most of which failed to clot and were resolved. 

One massive hemorrhage at the right occipital pole 
clotted possibly as a result of transfusions of whole 
blood (containing platelets and other clot producing 
factors ). 

The purpura was relieved by splenectomy but the 
clot persisted and constituted a locus  minoris 
resistentiae which (with coincidental bacteremia by 
proteus vulgaris) produced a diffuse inflammation of 
the ventricles which in turn led to sealing of the 
foramena of Luschka and Magendie with the pro- 
duction of classical hydrocephalus. 


COMMENT: 

No one can forsee the unusual occurrence of an 
overwhelming infection where the mother is perfectly 
well at delivery. Diagnosis from clinical signs and 
symptoms is impossible. From the evidence in these 
three cases it seems wise that one should begin treat- 
ment of the infant born to a sick mother with every 
means available. One cannot be sure, but it is reason- 
able to assume, that had the first two of these three 
infants received antibiotics and/or chemotherapy 
from birth they might have avoided their brain abscess. 
In the third case the accumulation of blood and sub- 
sequent infection could not have been prevented. Pro- 
teus vulgaris does not respond to penicillin therapy. 
It only responds to chloromycetin or aureomycin 
therapy in very high concentrations if the infection is 
in the urinary tract. Certainly no results could have 
been obtained without operation regardless of the 
drug or antibiotic used. 

SUMMARY: 1. Three cases of brain abscess in 
very young infants; one 12 days old, another 22 days 
old, and the third 24% months old are reported. The 
first two apparently acquired the infection before or 
at birth, the last as a result of thrombocytopenic pur- 
pura. 

2. It is suggested that whenever a mother has even 
a slight respiratory infection at the time of delivery, 
the infant receive either chemo or antibiotic therapy 
to prevent, if possible, the occurrence of brain abscess. 
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Pathogenesis of Hypochromic Anemia 


CHARLTON DESAussuRE, M. D. 
Charleston, S. C. 


An anemia of significant degree is a very frequent 
finding in clinical medicine and must be evaluated as 
to its type if adequate and definitive therapy is to be 
given. In a series of 25,000 consecutive admissions to 
an in and out-patient clinic of a large mid-western 
hospital, Sturgis reported that one out of eight pa- 
tients, or 12%, had anemia of clinical importance. Of 
these, 41% were normocytic, normochromic in type 
which responded to none of the various hematinics on 
the market. Twenty per cent included patients with 
myelophthisic anemias in association with leukemia, 
Hodgkin’s disease and various types of cancer as well 
as some macrocytic anemias such as pernicious anemia; 
refractory anemias, and hemolytic anemias. 39% of 
these patients had a hypochromic, microcytic anemia 
due to iron deficiency which was due to chronic 
hemorrhage and is the classification to be discussed in 
this paper. 

Hypochromic, microcytic anemia is the principle 
and often only manifestation of iron deficiency, since, 
when the latter occurs, hemoglobin production is re- 
duced whereas the total number of red blood cells 
is undisturbed. Consequently, the cells have subnormal 
amounts of hemoglobin (and are therefore hypo- 
chromic) and the size of individual cells are smaller 
than normal (microcytic). Therefore, to understand 
the pathogenesis of this type of anemia, it is neces- 
sary to understand the metabolism of iron. It is true 
that this is a difficult task since there are many un- 
answered questions about each of the many steps in- 
volved but enough is known to give the physician 
definite clinical aid. 

It is estimated that the average adult body contains 
three to five grams of iron of which approximately 
50% is found in the circulating hemoglobin and 30% 
is stored in the liver, spleen, kidneys, and bone mar- 
row. The remaining 20% forms an integral part of 
many of the muscle enzyme systems and is not avail- 
able for hemoglobin synthesis. It must be appreciated, 
therefore, that at the most there are only four grams 
of iron available to the hemopoetic system for forma- 
tion of normal hemoglobin and red blood cells. 

When iron is ingested, the free hydrochloric acid of 
the stomach contents performs two important functions 
in effecting maximum utilization of food iron which 
are (1) ionization of that available portion of food 
iron and (2) suspending that iron in solution in an 
acid medium. In the small intestine the ionized iron 
is reduced to the ferrous state and absorbed in an 
amount roughly proportional to the body needs at that 
time. The mechanisms by which this occurs is only 
poorly understood but it has been postulated by 
Granick that the mucosal cells of the small intestine 
become saturated with respect to ferrous iron and be- 
fore further absorbtion can occur the iron of the 
mucosal cells must be transferred to the plasma iron. 


Iron is transported throughout the body in plasma 
in combination with a beta globulin and is in equilib- 
rium with that being absorbed and utilized. The plasma 
level of iron normally fluctuates from 50 to 180 micro- 
grams per 100 c.c. although there is enough beta glo- 
bulin to combine with a maximum of 300 to 400 
micrograms per 100 c.c. Plasma iron determinations, 
therefore, if available, constitutes a great aid in the 
diagnosis of iron deficiency anemia because it is in- 
variably lowered, sometimes to fifteen to twenty micro- 
grams per cent. It is also interesting that in hemo- 
chromatosis, it has been shown that all of the beta 
globulin is utilized in the transportation of iron and 
the levels in this disease are abnormally high, to be- 
tween 300 and 400 micrograms per 100 c.c. 


That portion of the iron stored in the liver, spleen, 
and bone marrow is available at all times for further 
hemoglobin synthesis but there is still an appreciable 
amount bound irreversibly in the tissue enzyme sys- 
tems and in muscle hemoglobin, and the latter is 
never available to the hemopoetic system regardless of 
the severity of an iron deficiency anemia. This is 
understandable in that death would occur if the muscle 
enzyme systems were abolished. 


Iron is utilized from the plasma and from the 
storage depots depending upon the rate of hemo- 
globin synthesis. Consequently, this is most rapid 
after acute massive blood loss and slowest in refractory 
anemias and pernicious anemia in relapse, in which 
the rate of red blood cell production is markedly re- 
duced. As would be expected in the latter instance, 
the plasma iron levels are found to be higher than 
normal due to the inability of the bone marrow to 
utilize this iron for hemoglobin synthesis. 

The ability of the body to retain iron is surprising 
in that only infinitesimal amounts are excreted in the 
urine or stool. Desquamated skin has been found to 
contain small amounts of iron but in the average per- 
son probably no more than one milligram per day is 
excreted. Hemorrhage, however, even in small amounts 
over a long period of time can produce a serious fall 
in total body iron which far exceeds the ability of the 
average person to replace it by diet. As an example, 
the loss of each 50 c.c. of blood, regardless of the 
source, results in the loss of 250 milligrams of iron, 
which is roughly one sixteenth of the total body iron 
available for hemoglobin synthesis. In a like manner, 
a seemingly small loss of blood daily from bleeding 
hemorrhoids can amount to a very significant figure 
over a period of weeks or months. It is most important 
to realize at this point that an iron deficiency anemia 
is only a symptom of some underlying reason for 
excessive blood loss and it may be harmful to treat 
this symptom without making a concerted effort to 
determine the original cause. 
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The requirement for iron is greatest during periods 
of rapid growth when the total red cell mass is 
rapidly increasing and in women in the childbearing 
period where iron is lost during menses, pregnancy, 
and lactation. It is important to remember that each 
full term infant takes approximately one half gram of 
iron from the pregnant mother and another half gram 
during one year of lactation. Obviously, if in addition 
to this loss by normal route, gastric achlorhydria was 
also present, it would present a definite cause for de- 
creased absorbtion of iron and iron deficiency anemia 
would develop more rapidly. 


The cardinal manifestation of iron deficiency in the 
human is a hypochromic, microcytic anemia, and 
fortunately this is specific. It is true that a pyridoxine 
deficiency wi!l cause this type of anemia but this has 
never been encountered in the human race and con- 
sequently can be ignored. Cooley’s anemia will also 
produce a hypochromic, microcytic cell but this is a 
rare type of anemia seen only in the Mediterranean 
race and is easily diagnosed by the other manifesta- 
tions which it shows. It is no longer tenable to speak 
of “idiopathic hypochromic anemia” since if adequate 
studies are done it will always be found to be due to 
loss of iron by blood loss of one sort or another. 


It is interesting that many of the findings in iron 
deficiency anemias simulate those found in pernicious 
anemia such as sore tongue or sore mouth with asso- 
ciated papillary atrophy of the tongue, splenomegaly, 
which is present in approximately 30%, paraesthesias 
of the hands and feet, histamine fast achlorhydria 
which occurs in approximately 40% of the cases, as 
well as the usual symptoms of any type of anemia 
regardless of the etiology. The most outstanding 
characteristic, however, is the paleness of the red 
blood corpuscles on a stained blood film due to the 
decrease in hemoglobin for any particular cell, and 
associated with this the marked variation in size and 
shape of these cells. Normally, it is found that from 
32 to 36% of the total red cell mass is made up of 
hemoglobin but in iron deficiency this figure not. in- 
frequently falls to 25% or lower. 

Clinically, iron deficiency anemia should be divided 


into three main classes which are as follows: 

(1) Nutritional anemia of infancy and childhood. 
This type, also known as goat’s milk anemia, has been 
aptly described as being due to the infant bleeding 
into his own blood stream. The mechanism is easy to 
understand if it is realized that the total red cell 
mass must increase tremendously during this rapid 
phase of growth and if insufficient iron has been ob- 
tained from the mother during pregnancy or none is 
forthcoming in the diet, a relative deficiency will very 
soon develop and be manifest by the cardinal symp- 
toms and signs of an iron deficiency anemia. 

(2) Hypochromic, microcytic anemia of women 
during the childbearing age. In an average menstrual 
cycle, approximately 50 cubic centimeters of blood 
is lost and over a period of several years, this amounts 
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to an appreciable loss of blood. If repeated preg- 
nancies, lactations, or excessive bleeding occur, this 
is much accentuated and will rapidly hasten the de- 
velopment of an iron deficiency anemia in these in- 
dividuals. 

(3) Hypochromic, microcytic anemias in males or 
post-menopausal women. It is most important that the 
anemia in this type never be treated without making 
every possible effort to find the underlying cause, for 
it is invariable due to hemorrhage. This usually is 
only a small amount daily over a period of time and is 
indicative of some ulcerating lesion which in many 
cases is much more important than the anemia itself 
although it may be asymptomatic as far as the patient 
is concerned. To be strongly considered in these in- 
stances are a silent bleeding ulcer, ulcerating car- 
cinoma of the colon, bleeding hemorrhoids, or profuse 
menorrhagia and metrorrhagia. 


Once iron deficiency anemia has developed, it is 
necessary to give supplemental iron since the dietary 
intake is inadequate to replace that loss. This type 
will respond dramatically to the ingestion of any of 
the commonly used iron preparations, and despite 
many claims to the contrary, there is no evidence that 
the addition of cobalt, copper, molybdenum, liver, 
stomach concentrates, and so forth, is of any value in 
speeding the regeneration of hemoglobin. It is con- 
sequently unnecessary and needlessly expensive to the 
patient to subject him to the various hematinics which 
are on the market at the present time. These prepara- 
tions are potentially dangerous in that they may mask 
the underlying disease and give both the physician and 
the patient a false sense of security if the symptoms 
of the anemia improve only to allow an unsuspected 
carcinoma of tlie bowel or peptic ulcer to progress on 
to that stage where treatment is much more difficult 
if not impossible. There is very little justification at 
any time to use these preparations, for as has been 
previously shown, many types of anemia will not re- 
spond at all; the iron deficiency anemias do not need 
the other expensive ingredients of these preparations; 
and thirdly, if a patient with pernicious anemia be 
inadvertantly treated in this manner, the. folic acid 
will cause a hematological response, but unfortunately, 
will not prevent neurological complications from de- 
veloping and they may progress to an_ irreversible 
stage before the correct therapy is given. The most 
advantageous therapy, and also the cheapest to the 
patient, is ferrous sulfate in doses of five grains per 


day. 


Intravenous iron preparations have now reached the 
stage where the toxicity has been sufficiently reduced 
to allow them to be given with relative impunity: 
However, it is very seldom needed or indicated ‘and 
should be reserved for those patients who have pro- 
fuse diarrhea, gastric intolerance to the oral medica- 
tion or some other contraindication to oral therapy. 
If these occasions do arise, it is important that ex- 
cessive amounts of iron are not given because of the 
theorectial possibility of the development of hemo- 
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chromatosis or abnormal deposits of iron in the skin, 
liver, pancreas, and so forth, a process which might 
well be potentially dangerous. 


Summary 


Hypochromic, microcytic anemias are extremely 
common and afford no difficulty in diagnosis if 
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adequate studies are obtained. 

The metabolism of iron is discussed as it pertains 
to the clinical evaluation of a patient presenting an 
iron deficiency anemia. 

The importance of withholding “shot-gun therapy” 
of many commercial hematinics and making a 
definitive diagnosis, with specific therapy, is stressed. 


Socialized Medicine in Great Britain 


U. R. Bryner, M. D.* 
Salt Lake City 


I want to thank all of you, and Dr. Speissegger in 
particular, for a very lovely dinner. It has been a real 
pleasure to be here, and seeing that I may have to 
dash out before you people leave, I want to thank 
you for the nice time I have had in Charleston before 
I start speaking. 

This problem of Socialized Medicine in Great 
Britain I am going to talk about is a rather serious 
one for them. 

It was a great privilege for me to be invited three 
years ago to be a member of a committee of 5 doctors 
from the A. M. A. to study the National Health 
Service, which is socialized medicine, in Great Britain. 
We spent some seven weeks traveling throughout 
Great Britain. I was the luckiest one of the group, 
because I was able to spend many days and nights in 
the company of general practitioners in their work. I 
have always been lucky—I feel very lucky to be here 
in Charleston tonight. This trip was one of the greatest 
and most educational experiences of my life, because 
1 found out a lot of things no one finds out without 
going to a new country to find out for himself. We 
were sent over to find out why they had socialized 
medicine, to find out if there was anything good about 
it, and report back to the Board of Trustees of the 
A. Me A. Our chairman was Dr. Walter D. Martin, 
who lives in Norfolk, Va., one of the finest gentlemen 
I have known in my life. He was then a member of 
the Board of Trustees of the A. M. A. and is now 
President-elect of the A. M. A. I am sure that Associa- 
tion will be in good hands this next year. 

I want you to understand that I don’t frown on the 
British people, I don’t look down on them, but some 
things are done a little differently there from what we 
would do here. I have a lot of respect for the British, 
they have a lot of backbone in some ways; they are 
a frustrated people in other ways. Under the circum- 
stances they are admirable, even though they don’t 
do things the way we Americans would do. They live 
in a small country and they are, in general, very poor. 
They have had a lot of trouble and war in the last 
30 years. We have to look at it from all these angles. 

In going back to find out a reason why they had 
socialized medicine in the first place, ome word ex- 
*Address delivered by Dr. Bryner, President of the American 

Academy of General Practice at the meeting of the South 


Carolina Chapter of the Academy at Charleston, S. C., 
August 4, 1953. 


plains it: Poverty. The common people have been poor 
always, and when I say “the people” I mean 90% of 
the population. Most of the wealthy people are wealthy 
because their great-grandfathers did some special 
service for the kings and their sons’ sons’ sons still have 
those great estates to some extent. Then, think of 
the size of the country—England is about the size of 
the state of Minnesota—I mean Great Britain is. Fifty 
million people live there. They raise less than 50% 
of their food. My wife couldn’t understand why we 
didn't have fresh eggs. She asked, “Why can’t people 
raise chickens?” They don’t have wheat enough to 
feed the people, so they could not have chickens be- 
cause they don’t have the grain to feed them. They 
do not have food enough for themselves. They have 
to import 50% of their foodstuffs. 

They have always had low incomes. Between 1945 
und 1951 it is said by the Socialists that they raised 
wages 140% during their regime. Yet the common 
wage earner now earns somewhere near one-fifth what 
the common wage earner earns in America. 

Then take the matter of coal production. They 
import coa] from us. Our coal miners produce 5 times 
as much as the British miners. So, first of all we give 
them money, then we pay our miners to dig the 
coal that we sell to the British and they pay us with 
our own money. They have enough coal for the world 
for generations, but do not dig enough because their 
miners are not paid enough, so they don’t even dig 
enough coal to keep themselves warm. We sent them 
twice as much coal in 1952 as we did in 1951. 

We have to look into the past history to understand 
their situation on medical and hospital care. Their 
hospitals were started not for people who paid their 
way, but for people who were destitute. They started 
800 years ago on grants from the King. Monks took 
care of them, and these hospitals were for the 
destitute poor—that is the principle on which they 
were built and have been carried on to a great extent 
to the present time. Their largest hospitals used to be 
known as the “poor law hospitals” or “borough hos- 
pitals.” These correspond to our county hospitals and 
are entirely supported by public taxes. 

The “voluntary hospital” is the next group. These 
are kept open by voluntary contributions. Wealthy 
people have donated thousands of pounds yearly to- 
ward keeping them open, The common people have 
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been able to go to these hospitals. They are called 
“voluntary” because people can obtain admission for 
medical or surgical care and when they leave they 
pay what they themselves feel they can afford to pay. 
So that is why I say that the great proportion of the 
British people has grown up for 800 years with free 
surgical care, free medical care, and practically free 
hospitalization. 


Sir Allan Daley, head of the Public Health Service 
for Greater London, who recently retired and came 
over and spent six months at Johns Hopkins in Balti- 
more lecturing on Public Health, told us not to think 
that medical care in the doctors’ offices had de- 
teriorated just since the National Health Service 
started in 1948, but that they had always had poor 
medical care—they have always had free medical and 
surgical care in the hospitals for 800 years for most 
of their population. 


The small cottage hospital has been built for the 
wealthy people who pay very high prices to go to it. 
In London there are probably about 1,000 beds in 
cottage hospitals. To show you how many go to 
private hospitals in Great Britain, on the first day of 
January, 1951, there were 458,363 hospital beds for 
National Health Service patients and 6,875 pay beds 
for private patients, paid for by the individual. So, 
exactly 1.49% of all hospital beds were pay beds for 
private patients as of January 1, 1951. 


Don’t think socialized medicine started only on 
July 5, 1948. They have had the old National Health 
Insurance plan for years. On the first of January, 1913, 
they started free medical care and free medicines at 
the general practitioner's office for every worker who 
made less than 225 pounds per year. Forty-two per 
cent of their people had this free medical care and 
free medicines. This gave workers a chance to have 
the small things in medical care that they needed. 
Those who could not afford to go to the doctor’s office 
went without many necessary things at the doctors’ 
offices, but these same workers and their dependents 
could go to hospitals and have free medical and sur- 
gical care and hospitalization. By 1948 they had 
gradually raised the wage limit up to 450 pounds a 
year for free medical care. 


I am trying to build up a background to show you 
why they have to have some form of socialized medi- 
cine. They had a great war between 1914 and 1918 
and were almost annihilated. Along came the Second 
World War of 1939-1945 and you may not realize it, 
but one of every five homes was destroyed in that 
war, and more than 20% of the business buildings 
and manufacturing concerns were destroyed. They 
were really devastated. Those people are frustrated. 
They just don’t have the heart to come back. They 
are short of everything—building materials—they are 
rationed more on food today than they were during 
the war—they get 75% less bacon and 17% less beef 
today than in 1945 when the war ended. Their spirits 
are low—they are undernourished and weak. 
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The government, the old coalition government, the 
labor government, the conservative government, all 
realized they had to do something to get more medical 
care for the common people. The British Medical 
Association studied the problem in 1937 and again in 
1938 with definite recommendations to plan some sort 
of widening or increasing the scope of their existing 
National Health Insurance plan. In 1942 Sir William _ 
Beveridge came out with his famous report. To the 
Englishman and the poor people of Europe it was a 
Godsend—to us it was terrible. What did he advise? 
It was nothing but to give all people the minimum 
of security in everything. Now a person has to be 
born and breathe and the government will do almost 
everything else for him. As soon as a woman is preg- 
nant she receives 4 pounds, and another 4 pounds 
when she delivers her baby. 


In Britain the head of the family goes to the post 
office every Monday morning and collects 8 shillings 
for every child except the first one. It was 5 shillings 
until the conservative government raised it to 8 in 
1951 and cut down food subsidies—they had been 
spending over 400 million pounds a year in food sub- 
sidies, and Churchill cut that down to 239 million 
pounds a year but increased family benefits, as above, 
and still saved the government a little money. He felt 
he was giving the people a little more independence 
in this way. One doctor’s wife whom I met was too 
proud to accept these benefits. “I won't go to the post 
office and collect that money, although my husband 
pays income tax on it,” she told me. (They have to 
pay an income tax on this money whether they collect 
it or not, because it is listed as routine income. You 
can be sure that most families have to collect it.) 


After the Beveridge report there was no holding 
back socialized medicine. That report said the govern- 
ment would do just about everything. They will pay 
you to be born—feed you—care for you, and pay for 
you to be buried. If a man is laid off one week, the 
government will pay him 26 shillings a week, plus 16 
shillings for his wife and 7% shillings for his first 
child. He already has his 8 shillings a week for each 
of the children except the first one, so it doesn’t 
matter much now whether he works or not. I was told 
many times, by doctors, that certain people did not 
work because they could make just as much if they 
didn’t work as if they did. It takes a lot of initiative 
to work when you can do as well by loafing, especially 
when you are poorly fed. 


Now the coalition government that was in power 
prior to 1945 planned some sort of National Health 
Service on a limited basis. They had these plans 
practically perfected in 1944 ready to offer socialized 
medicine to the dependents of the workers. They were 
not going to take away from doctors completely the 
privilege of running their own show. But in 1945 
when the Socialist government came into power with 
a 200 seat majority—they rolhed high, wide, and hand- 
some until about 1947 or 1948; because of this 200 
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seat majority, in 1946 they passed the National Health 
Service Law with little or no opposition. 


They said, we won't restrict it, we will give free 
medical care and everything that goes with medical 
care, to everyone who comes to our shores, whether 
they are visitors or millionaires or what have you. 
They gave medical care with all the trimmings to 
everyone. The Conservative government had promised 
that they would not take over the hospitals, but the 
Socialist government wrote the law without even con- 
sulting the medical profession and took over 4 billion 
dollars worth of hospitals and 2 billion dollars worth 
of liquid investments and endowments; that was 6 
billion dollars worth of hospitals and endowments 
that they took over. They also made it unlawful for 
doctors to buy and sell practices. Since time im- 
memorial doctors had bought and sold practices in 
Great Britain. A man who had worked and built up 
a nice practice felt it was a saleable asset; that is, 
the good will, so rather than buy insurance like you 
and I to make us secure when ready to retire or 
partially so at 65, when they are ready to retire they 
have sold their practices to others; that is, they sold 
the good will of their practices. A father maybe would 
sell his practice to his son who had become a doctor. 
The insurance company would lend the son or young 
doctor enough money to buy the practice outright. 
The price usually was 2% times the gross income 
from the practice for the last year of practice. We will 
say a doctor made about 6,000 pounds ($16,800) a 
year; he would get about 15,000 pounds ($42,000) 
when he sold it. So the mew doctor comes along and 
buys—and his purchase does not include the home or 
physical properties, just the good will of the doctor's 
practice. Their offices are usually all in their homes, 
and most doctors’ offices have been at the same ad- 
dress for generations and many of the doctors are sons 
or grandsons of doctors, but they still buy their own 
fathers’ practices. The son would, thus, put his nose 
to the grindstone to pay off his indebtedness while 
the old man would go down to the seashore to 
partially retire and enjoy himself on the income from 
his “good will” sale. It is very peculiar to us, but they 
feel very strongly about it and resent very much the 
government's taking this privilege away from them. 


After the Socialists voted in the National Health 
Service in 1946 the B. M. A. voted not to support it. 
The B. M. A. has never been a strong group like our 
A. M. A. As you know, the A. M. A. has its state 
organizations, and county organizations, and we all 
belong to the county society where we live or we 
would not have hospital connections. Over there they 
had a General Secretary and central offices and a few 
Branch Secretaries but did not have the type of 
strong medical associations that we have at the city 
and county and state level. During the first year of 
the National Health Service the number of doctors 
that belonged to the B. M. A. more than doubled. The 
B. M. A. in February 1948 had a vote—individual 
vote—and voted 38,584 to 4,470 against going itno 
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the National Health Service. So then the government 
had to start working fast. They got the presidents of 
the three specialist groups together, the Royal College 
of Surgeons, the Royal College of Physicians, and the 
Royal College of Obstetricians and Gynecologists. 
These three presidents wrote an open letter to the 
press in which they said the. medical profession of 
Great Britain should sign up in the National Health 
Service or they felt that there would be some chance 
of a revolution and bloodshed throughout the country, 
even after that the B. M. A. voted 64% against going 
in. Then, the government said they would set aside 
66% million pounds to purchase the good will from 
the doctors of Great Britain. They felt this amount 
would allow each doctor about 1% times his last 
year’s total income for his practice, but this would be 
done only on condition the doctor would sign to go 
into the Service before July 5, 1948. If they didn’t 
sign before that date they would lose the chance ever 
to get any payment from the government for their 
good will value. So, in the 2 weeks before the dead- 
lime, most of the doctors signed up with the National 
Health Service. Thus, they signed because of the 
economic pressure that was put upon them, first by 
the presidents of the three great medical societies, 
and, second, by the Minister of Health in the govern- 
ment, and on July 5, 1948, Nationalized Medicine 
went into effect. They promised people in advertise- 
ments in papers, etc., to come and get it and all you 
want of it, it is free. It did just what you would expect 
it would do if you advertised to the kids of Charleston 
to come down to the Market, that they would get free 
peanuts, candy, and ice cream, all they could eat, and 
invite them to fill their pockets and come back the 
next day for more. Well, when people get everything 
free (whether the government could afford to give it 
to them or not—they haven't built a new hospital 
since 1939—they haven't had anything to build with), 
what happens? You can answer that from reports you 
have heard and from knowing human nature. The 
B. M. A. negotiated for the privilege of every person 
to choose the doctor he went to, and by going on that 
doctor's list, he could get prescriptions for anything 
connected with medicine. A patient can go to the doc- 
tor every day if he wishes. The doctors are paid by 
a capitation fee of approximately an average of 15 
shillings a year, for each patient on his list. Multiply 
this by 2200, the average number of patients for each 
general practitioner. This would give approximately 
$5,000 or $6,000 gross per year (1650 pounds). The 
government allows the doctor 37% % of this gross in- 
come as overhead; so his net income is about two- 
thirds, or a little less, of this amount. 


Some doctors have only 500 or 800 on their lists, 
but these doctors can choose to accept a basic salary 
of 350 pounds a year and cut the capitation fee by 
one-seventh. Until he has 2100 patients on his list it 
pays him to accept the 350 pounds a year and get 6 /7 
of the capitation fee. They now have increased the 
practitioners’ fees; the general practitioner gets 17 
shillings for all patients except 27 shillings for the 
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1,000 patients from number 501 to number 1500 on 
his list. 


They cut the maximum list from 4,000 to 3,500. 
Every time they cut the maximum list to make it more 
equalized and finally get it down to where each doc- 
tor has on his list approximately an equivalent number 
equal to near the average number of patients per gen- 
eral practitioner the closer the service comes to a 
salaried job. It probably will ultimately become a 
full-time salaried job for general practitioners and 
specialists alike. This will give the government much 
more control and decrease the cost considerably. 


Since July 5, 1948, thousands of people have been 
coming to the practitioners offices for unnecessary 
little things. General practitioners have to keep their 
offices open one hour twice daily. The government 
specifies this. The doctors I talked with told me, “We 
open our offices on the dot and we close them on the 
dot.” Thirty or forty patients, or more, may crowd 
into the office during that hour. At the end of the 
hour someone locks the door and the doctor finishes 
with those who have been in the waiting room. Very 
few doctors have examining tables; most of them 
don’t even have a chair beside their desks because 
they don’t have the time to talk for long to each of 
so many patients. Each patient usually has a list of 
several things they want. The doctor sits down and 
writes prescriptions and the patients go on their way 
happy. There is about one out of ten that the general 
practitioner feels needs further medical care. Could 
he do it? No, he didn’t have time and did not have 
the heart to do it. Many times a patient came into the 
office with some small complaints, like a sliver in the 
finger, or a small cut. Not once did a doctor, in my 
presence, dress a wound during my visits; he just says 
to the patient: “Go to the out-patient department of 
the hospital and have the sliver taken out, or the dress- 
ing put on.” One out of every ten patients seen by 
the general practitioner is sent to the out-patient de- 
partment of the hospital. The general practitioner 
really does very little medical diagnosis and very little 
actual treatment. What they have really done in Eng- 
land under N. H. S. is take the patients out of the 
doctors’ offices and send them to the out-patient de- 
partment of the hospitals for medical study, other than 
the very few who can afford to go to the private doc- 
tors—mostly specialists—and pay for medical care. 


But what of the patients who are sent to the hos- 
pital? They don’t get immediate or even adequate 
care at the out-patient department of the hospital. If 
they are emergencies they may wait all day to get 
something done. Otherwise, they may wait for an 
appointment for weeks for an examination and then 
they get a very short examination. We visited dozens 
of out-patient departments and one medical school 
where a professor spent some time with us and ex- 
*Full-time specialists cannot do any private medical care at 
all but part-time specialists can spend the balance of their 


time in private practice. Most specialists demand to be 
part-time employees. 
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plained that in 1% hours his “firm” (a medical man, 
one or two assistants and interns and medical stu- 
dents) had taken, one at a time, 37 patients, written 
histories, made diagnoses and talked to the patients 
about care, treatment, etc. That was a teaching hos- 
pital connected with a medical school. These are 
actual happenings. 


If it is a real emergency, he may get care in a day 
or two. They are working their X-ray machines almost 
around the clock. People are almost demanding that 
they get X-rays, etc., because they are free. Now, if 
a person ought to be hospitalized or have an elective 
operation or something like that, they may get to it in 
a month or two or in a year or two. In Birmingham 
they had 33,000 patients signed on surgical lists wait- 
ing for hospital beds. 


Under their system the general practitioner becomes 
a signer of forms, and often all he must know is how 
to get a person into the out-patient department in the 
hospital or to get an emergency bed for an emergency 
case. 


Interns (house officers) start at 350 pounds a year 
salary and when they go into residencies for 5 or 6 
years to become specialists their yearly salaries are 
increased gradually to 1300 pounds per year by the 
time they are in their last year as_ residents 
(Registrars). After they graduate as specialists and 
enter the National Health Service on full time they 
get 1700 pounds a year in salary. This 1700 pounds 
salary at age of approximately 32 years is increased by 
125 pounds yearly for eight years, to 2700 pounds 
yearly salary at 40 years of age. Most of the specialists 
work 9 /11 of their time for the National Health Serv- 
ice and the rest of their time in private practice. Full- 
time specialists work 11 half-days a week; a half-day 
is 3% hours. They are paid portal to portal pay for 
each half-day. The doctor leaves home, goes to the 
hospital, works, and goes back home for lunch, spends 
a couple of hours or so at home, then returns for his 
afternoon session. Part-time specialists working 9 out 
of 11 half-day periods per week get 9/11 of the 
regular salary. In the old days they worked in the 
hospitals and took care of the patients for nothing; 
now they are paid for this service, so the specialists 
have done fairly well.* The government also said they 
would pay the super-doctors (specialists); 4% of 
them an extra 2500 pounds a year, 10% of them an 
extra 1500 pounds a year, and 20% of them an extra 
500 pounds a year. The doctors have their own com- 
mittees and select their own lists for these added 
benefits. They had a real problem making the de- 
cisions. In 1948 they had 750 residents (Registrars) 
but in 1950 these had increased to 2850 and became 
too expensive for the government. In November of 
1950 eleven hundred of these trainees for specializa- 
tion were dropped. 


The original estimate of the total cost of the entire 
N. H. S., made in 1946, was 167 million pounds per 
year. The actual cost the first year was 358 million 
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pounds; 452 million pounds the next year; and then 
it went up to 484 million pounds the third year. Then 
the government said, “We just have to put a lid on it,” 
so they limited it to 400 million pounds a year and 
made partial charges for some items to make up the 
difference. Now you and I know how you have to 
curtail excessive use of free medical care—you have 
to make people pay a few pennies for part of that 
care. A person who goes in to ask for 6 or 7 things 
and has to pay a shilling for each one of these will 
reconsider before asking for so many things the next 
time. Now he pays half price for a pair of glasses (not 
for the fitting). The abuses are terrific-—every person 
in England got two or three pairs of glasses, because 
the doctor made more that way and it was easy to 
tell the patient he needed one pair for close work, 
one pair for distance, and also should have a pair of 
bifocals. The original plan in 1946 budgeted 3.1 mil- 
lion pounds for the ophthalmological service. It 
actually cost over 25 million pounds its first year be- 
cause of the excessive demand and abuse. Now the 
patient pays half the actual cost of the glasses but no 
part of the doctor’s fee. Also ophthalmologists were 
cut from their original fee of 31% shillings to 25 shill- 
ings then to 20 shillings per fitting. Now, with partial 
charge and cut in the fee, the cost of the ophthal- 
mological service has been reduced to about 1 /3 of 
its previous cost. 


Another interesting phase of the National Health 
Service has to do with the dentists. Dentists originally 
said they could spend only 33 hours a week at their 
dental chairs. The balance of their time, they said, 
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would be spent working in their laboratories. On this 
basis they were given a “fee for work” contract. The 
dentists went wild. They spent most of their time 
pulling teeth, mainly in older people, and _ hiring 
cheaper laboratory help to make plates. In the first 
18 months of the service 86% of all dental work was 
reported as extractions and plates. Many dentists made 
fabulous amounts of money, and reports had dentists 
collecting more in a month (from the government ) 
than general practitioners did in a six months period. 

The result of this abuse, which had made the cost 
in excess of 48 million pounds (the first budget was 
10 million pounds) or nearly five times its expected 
cost, was the drastic decrease in dental fees. The 
dentists are now paying dearly for their follies. 

I would like to tell you a lot more; I could tell you 
so many things you would thank the Lord you live 
in America and are free. One thing that Socialism 
does is take away freedom. Great Britain has gone 
down the drain, as far as freedom for the individual 
is concerned. Now the new government is trying to 
bring a few things back to the people. They are poor, 
and don’t produce like we do—(one man-hour of 
work in the United States equals 15 man-hours of 
work on the world average.) In 1951 they drew out 
of savings one-quarter of a million pounds more than 
they put into savings, whereas in 1948 they put one 
million pounds more into savings than they drew out. 

I have to stop talking, though, because I have to 
catch a train. It has been a great privilege to be here 
and there is a lot more I would like to tell you, but 
time won't permit. 
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REACH FOR YOUR CHECK BOOK 


Two appeals for funds are being made which should 
be of particular interest to the physician. The first is 
from the Community Chest, the second from CARE 
on behalf of the doctors and nurses of India. 

The Community Chest is a local project. As a 
member of his community, each doctor should feel it 
both a privilege and a duty to give and give generous- 
ly to this worthwhile enterprise. The physician is busy 
and may not have much time to devote to various 
activities in his own city or town. But he can certainly 
give of his money and thus supply the means whereby 
others can do the work. 

The project which CARE is sponsoring jointly with 
the World Health Organization is in behalf of the 
doctors and nurses of India. A recent survey shows 
the crying need for such basic supplies as surgical 
instruments, simple laboratory equipment, and _text- 
books. The doctors and nurses of India are sorely 
lacking in health tools which the abject poverty of his 
country prevents him from obtaining. The American 
Medical Association has endorsed this joint project and 
the physicians of this country are being called upon 
for its support. 

How better to celebrate this Thanksgiving Season 
than to reach for your checkbook and help those who 
are unable to help themselves. 


SHOTGUN THERAPY 


William Osler was labelled a therapeutic nihilist. 
It was his belief, as expressed in his teachings and 
writings, that a drug should be administered only 
when there was a specific indication for its use. He 
decried the custom of shotgun therapy—the giving of 
a drug or combination of drugs without any grounds 
upon which to justify their administration except those 
of hope or wishful thinking. Some have claimed that 
Osler went too far in his straitlaced approach to the 
problem of therapy, but his influence did much to 
establish a system of therapeutics based upon strict 
scientific standards. 

As we observe the practice of medicine today, we 
sense the need for a successor to William Osker—a 


leader of medicine who will wage valiant war against 
shotgun therapy. 

We live in the heyday of medical discoveries. New 
weapons are being forged constantly with which to 
combat disease. Advances have been so rapid that the 
accepted therapy of twenty-five years ago is now con- 
sidered antiquated and is almost classed with the 
teachings of the middle ages. 

The practicing physician has been caught in this 
outburst of progress. At first timidly and then with 
full vigor he joins the parade. From medical journals, 
from his colleagues, from representatives of those who 
manufacture drugs, he learns of the new preparations 
which are available, and begins to use them—some- 
times wisely, sometimes without the considered judg- 
ment which must ever be the basis of sound medical 
practice. 

Consider what is happening in the field of anti- 
biotics. A patient presents himself to the physician 
with the complaint of fever and malaise. The con- 
scientious doctor will make every effort to establish 
a diagnosis before instituting treatment—but not so 
the shotgun therapeutist. Making a token examination, 
he gives an immediate injection of penicillin. If the 
patient is not well in a day or two he quickly changes 
over to one of the mycin preparations. Finally the pa- 
tient recovers. Did the drugs play any part in the cure 
of the disease, and if so which one—no one will ever 
know. Did the drugs have a deliterious effect upon 
the patient—only time will tell. Was the doctor 
employing sovnd medical standards in his handling of 
the case—no. 

A child is brought to the doctor’s office with signs 
of an early meningitis. The conscientious physician 
performs a spinal puncture and examines the cerebro- 
spinal fluid, or else sends the child to a_ hospital 
where this may be done, before any antibiotics are 
given. The shotgun therapeutist gives an immediate 
injection of penicillin and waits to see what will hap- 
pen. When the symptoms persist, he finally sends the 
patient to the hospital for further study and care. By 
that time it is usually too late to determine the offend- 
ing organism and subsequent treatment must be car- 
ried out in the blind without an accurate diagnosis 
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having been made. The patient suffers accordingly 
and the hospital bill is increased. 

These illustrations, dealing with antibiotics, could 
be duplicated in various other fields of medication— 
“shots” for anemia (without determining the type of 
anemia), giving ACTH or cortisone in conditions in 
which “the drug might help,” intravenous injections 
of vitamins “to pick you up,” the indiscriminate pre- 
scribing of hormones in the treatment of “female 
troubles.” 


Oh for the teachings of another Osler, who will 
lead us out of this maelstrom of medication, who will 
set our feet back upon the solid ground of scientific 
knowledge and make us show just cause for what we 
use in the treatment of our patients. 


JOHN DENDLEY McBREARTY 


The flag which shrouded the casket of Dr. John 
Dendley McBrearty when he came home for burial 
services during World War II was presented to the 
Palmetto High School in Williamston recently. With 
the giving of the flag, his mother, Mrs. Agnes Dendy 
McBrearty expressed the wish that it might inspire 
some student to follow the profession of her son and 
practice in the Pelzer-Williamston area. 

Dr. McBrearty was the only South Carolina physi- 
cian killed in service during the war. 

With deep appreciation, we pay our respects to 
Mrs. McBrearty and to the memory of her son. 


JAMES C. SELF HONORED 


Mr. James C. Self, industrialist and community 
builder and donor of the Self Memorial Hospital in 
Greenwood, was honored recently at a banquet 
tendered him by more than 100 physicians, surgeons, 
and dentists. On this occasion, a plaque was presented 
from the South Carolina Medical Association in 
recognition and appreciation of his work and interest 
in behalf of health and medical care. The presentation 
was made by Dr. Lawrence Thackston, a past-president 
of the Association. 

At its last meeting, the House of Delegates voted 
to present this plaque. Unfortunately it was impossible 
for Mr. Self to be present upon that occasion and this 
explains the presentation at a later date. 


EDGEWOOD SANITARIUM CLOSES 


Edgewood Sanitarium in Orangeburg has been 
closed due to the illness of its owner and medical 
director, Dr. Orin R. Yost. According to a letter from 
Dr. Yost, convalescence from a severe coronary attack 
has been so slow that his physicians have advised .him 
to close the institution. Dr. Yost hopes that the closing 
will be only temporary, and in this wish the Journal 
joins. 
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A private psychiatric institution, the Edgewood 
Sanitarium had served its patients well. We are sorry 
to see its doors closed, not only because of the good 
work which was done but also because it is the only 
private institution of this type in the state. We wish 
for Dr. Yost a speedy recovery and an early re-opening 
of the institution. 


MINUTES OF COUNCIL MEETING 
Columbia, S. C. 9-23-53 


A special meeting of Council was held at the Col- 
umbia Hotel, Columbia, S. C. at 4:30 p. m. September 
23, 1953. All Councilors were present and all officers 
with the exception of the Treasurer. 


The minutes of the meetings of May 4, 5, 6, and 
7, 1953, at the time of the Annual Meeting of the 
Association, were read and approved. 


The Chairman announced that the meeting had 
been primarily called to fill a vacancy on the Board 
of Medical Examiners caused by the resignation of 
Dr. Carl A. West of Camden, S. C.: A letter certifying 
his resignation and requesting a replacement from the 
Secretary of the Board of Medical Examiners, Mr. 
N. B. Heyward, was read. 


A nomination to fill this vacancy was made but was 
withdrawn after Dr. Gressette brought up the 
advisability of such an action and Mr. Meadors 
pointed out that under the new Constitution and By- 
Laws recently adopted, it was questionable whether 
Council had this authority. There was a general dis- 
cussion participated in by all, after which Dr, T. S. 
Gaines moved that in as much as there is no authority 
under the new Constitution and By-Laws for Council 
to replace vacancies on Boards appointed by the Gov- 
ernor on nomination of the State Association, that 
Council should not take any action at this time. A 
motion to this effect was carried. Dr. Gressette then 
moved that the Secretary of the Board, Mr. Heyward, 
be notified of this action and directed the Secretary 
of the Association to do so. This motion was likewise 
carried. 

The Secretary questioned the interpretation of the 
By-Laws and suggested that Council request specific 
instructions from the House of Delegates at its next 
meeting as to what should be the future policy of the 
Council in this regard. The Chairman of Council 
promised that this would be done. 


The Secretary reported on a number of items: 


A. The attendance of Dr. C. L. Guyton at the Confer- 
ence on Civilian Defense at the Annual Meeting of 
the AMA in New York in June 1953. 


B. The attendance of Mr. C. H. Banov of the junior 
class of the Medical College at the Student AMA con- 
vention in Chicago in June 1953. 


C. That the establishment of a commission for im- 
provement of the care of the patient was in the pro- 
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cess of formation and that the Presidents of the South 
Carolina Hospital Association and of the South Caro- 
lina Nurses Association had been notified and had 
promised to take up this matter with various Boards 
of Directors. It was announced that Dr. Walter Mead 
had been appointed chairman of this commission 
from the South Carolina Medical Association. 


D. A visit of Mr. Jack Riner, Field Representative of 
the AMA Council on Medical Service, to South Caro- 
lina in August 1953. 


E. Attendance at the AMA Conference on Placement 
Service in Asheville, N. C. in September 1953. 

F. A report on the activities of the Placement Service 
until the present time and on a medical survey of 
physicians in South Carolina. 


The Secretary further reported on information re- 
ceived in regard to essay contests for high school 
students in the state, sponsored by the Association of 
American Physicians and Surgeons. It was moved to 
continue these contests under the direction of the 
Executive Secretary and that similar prizes to those 
given in the past be authorized. This motion was 
carried. 


A letter from Dr. J. I. Waring in regard to the 
establishment of a Committee on School Health was 
read and it was moved that authorization for the ap- 
pointment of this committee by the Association be 
recommended to the House of Delegates at its next 
meeting. 


The Secretary read an announcement of a regional 
conference on AMA policy in regard to veterans with 
non-service connected disabilities to be held in At- 
lanta, Georgia November 8, 1953. It was moved that 
the Chairman of Council be authorized to appoint a 
committee of three as a special committee on this 
matter, and that they be authorized and requested to 
attend the conference. This motion was passed and 
the Chairman of Council announced that such a com- 
mittee would be appointed. 


A letter from Dr. Julian Price, resigning as Dele- 
gate to the AMA was presented and accepted, and the 
thanks of Council was extended to Dr. Price for his 
valuable services over a period of many years. The 
Chairman ruled that Dr. J. D. Guess of Greenville, 
S. C. elected alternate at the last meeting of the 
Association, was specifically designated as the delegate 
to replace Dr. Price at the coming meeting of the 
AMA. 


Mr. M. L. Meadors, Executive Secretary, confirmed 
the dates of the Annual Meeting to be held at Myrtle 
Beach, May 11, 12, and 13, 1954. He reported on the 
financial status of the Association and the member- 
ship, both of which were entirely satisfactory. Mr. 
Meadors then brought up the question of the policy 
of Council in regard to Naturopathic Physicians and 
announced that there was a possibility that a suit 
might be instituted against the State of South Caro- 
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lina to allow Naturopaths to prescribe narcotics. Mr. 
Meadors suggested that he be authorized to file a brief 
as an amicus curiae in this regard. The Secretary 
moved that Council authorize Mr. Meadors as Counsel 
of the Association to file such a brief in event that 
such a suit is filed and Dr. Price moved that expenses 
necessary to this, with the employment of additional 
legal counsel if this be needed, be authorized. Motions 
to this effect were carried. 


Mr. Meadors then reported that the Paul Revere 
Life Insurance Company had requested a letter from 
the Association certifying as to its reliability in its 
disability health insurance policies and he was author- 
ized to prepare such a letter by motion of Dr. John- 
son which was duly passed. 


Mr. Meadors announced that an exhibit from the 
AMA—“Health 1953” would be placed at the State 
Fair in Columbia, S. C. and after this would also be 
carried to the fair in Florence for exhibition. 


The Secretary reported that the Assistant Editor of 
the Journal, Dr. J. I. Waring, had wondered whether 
additional expenses for clerical help would be neces- 
sary after he assumes the Editorship and on motion 
Dr. Waring was authorized an expense account not to 
exceed $50.00 a month for this purpose, beginning 
after he assumed the position of Editor. 


There was no further business and Council ad- 
journed. 


A. M. A. NEWS NOTES 
FALL SERIES OF “MARCH OF MEDICINE” 


A better look at the nation’s leading health problems 
is in store for the American TV-viewer when the 
popular “March of Medicine” television series is re- 
sumed this fall over the NBC network. Actual live 
demonstrations from leading medical centers will be 
telecast to create greater public awareness of the ex- 
tensive research being carried out by the medical 
profession. Sponsored by Smith, Kline & French 
Laboratories and the American Medical Association, 
the series features one telecast a month—in October, 
November and December—over 70 NBC network sta- 
tions in the United States and also in Ottawa, Toronto 
and Montreal. 


A report on the extent of research being carried out 
in various parts of the country on cancer—the nation’s 
second major health problem—will be aired at 10 
p. m., EST, Thursday, November 5, replacing the US 
Tobacco Company’s “Martin Kane, Private Eye.” 
Highlights of the AMA’s annual clinical session in St. 
Louis will be covered in the third program December 
3. 


The first telecast, broadcast October 8, featured a 
progress report on research and treatment of som: 
types of heart disease—the nation’s number one health 
problem. 
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VOLUNTARY HEALTH INSURANCE SHOWS 
GAINS 


In all parts of the country, the American people 
volnntarily increased their protection against the un- 
expected costs of hospital, surgical and medical care 
to new heights in 1952—reports the Health Insurance 
Council in its current annual survey of accident and 
health coverage in the United States. The AMA’s 
Council on Medical Service is distributing copies of 
the report to medical schools, teaching hospitals, and 
state and county medical societies. 

Organizations contributing data to the Insurance 
Council’s report include insurance companies, Blue 
Cross, Blue Shield and various other independent 
plans sponsored by business and industry, employee 
benefit associations and private group clinics. 

Statistical highlights of the report: Nearly 92 mil- 
lion covered against hospital expense, an increase of 
more than 5% million over 1951; more than 73 mil- 
lion protected against surgical expense, an increase of 
more than 7% million; nearly 36 million carried medi- 
cal expense coverage, an increase of 8 million; more 
than 38 million protected by disability insurance, a 
new high. In addition, nearly 700,000 persons had 
catastrophic coverage—the newest form of voluntary 
health protection designed to help meet the catas- 
trophic costs of very serious illness. 

Additional copies of the report are available on re- 
quest from the Council on Medical Service. 


JAMES SAMPLE FOUCHE 


Dr. James S. Fouche, 67, prominent physician of 
Columbia, died at his home on October 11, after an 
illness of several months. 

A native of Ninety-Six, Dr. Fouche received his 
medical education at the Medical College of S. C. 
(Class 1913). Following a year of interneship at 
Roper Hospital, he established a general practice in 
his home community. In 1918 he entered military 
service as a captain in the medical corps and served 
for a vear and a half in this country and in France. 
Following post-graduate study in New York and 
Boston, he entered the Veterans Administration. From 
1920 to 1932 he was special chest examiner for the 
U. S. Veterans Bureau regional office in Columbia, 
and from 1928 to 1932 was the chief medical officer. 
He was chief, out-patient service, in Columbia from 
1932 to 1942. Subsequently, Dr. Fouche opened an 
office for private practice and was on the staffs of the 
Columbia, Baptist, and Providence hospitals. 

Dr. Fouche was honored by his colleagues by being 
elected President of the Columbia Medical Society 
and President of the Alumni Association of the Medi- 
cal College of S. C. 

A man of high principles and integrity, Dr. Fouche 
gave of his services to ~ and who called upon him. He 
loved people and in turn was loved by them. 

Dr. Fouche is survived by his widow, the former 
Miss Edna Bates, and three nephews, two of whom 
are physicians—Dr. James W. Fouche and Dr. Hey- 
ward Fouche of Columbia. 
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Dr. D. N. Matthews, 77, practicing physician of 
Columbia, died at the Baptist Hospital October 15 
after an illness of several years. 

A native of Bishopville, Dr. Matthews received his 
medical education at the Medical College of S. C. 
(Class 1909). Following a year of post-graduate work, 
he opened an office in Bishopville in 1910. One year 
later he moved to Columbia where he established a 
practice in urology and general practice. For a num- 
ber of years he served as the physician to the Univer- 
sity of S. C. boxing team. 

Dr. Matthews is survived by his widow, the former 
Miss Lucille Shull, two sons and four daughters. 


MARION SINGLETON KIRK 


Dr. Marion S. Kirk, 83, died suddenly at his home 
in Hagood on Sept. 14. 

Born in Berkeley county, Dr. Kirk attended Porter 
Military Academy and the Medical College of S. C. 
(Class 1895). Soon after receiving his ce degree 
Dr. Kirk opened an office in Hagood and carried on 
general practice in that community up to the time of 
his death. 

Dr. Kirk is survived by two daughters. 


NEWS ITEMS 


The following physicians have recently located in 
South Carolina: 

Dr. Rufus K. Nimmons, Seneca—general practice. 

Dr. W. F. Burroughs, Abbeville—general practice. 

Dr. W. M. Witherspoon, Nichols—general practice. 

Dr. Leo Eberle, Clover—general practice. 

Dr. Robert Ramseur, Conway—general practice. 

Dr. James John, Abbeville—general practice. 

Dr. James W. Adams, Iva—general practice. 

Dr. James H. Hanks, Jr., Anderson—pediatrics. 

Dr. Furman Daniel, Greenwood—obs. and gyn. 


Dr. A. J. Reinousky of Great Falls has opened part- 
time practice in Fort Lawn. Fort Lawn has been with- 
out the services of a physician for the past three years. 


Dr. James L. Walker has been discharged recently 
from the Army and has re-opened his offices for gen- 
eral practice in Clinton. 


Dr. James R. Young, Anderson, has been elected 
medical director of the American Cancer Society's 
board of directors for seven Southeastern states. 


The lounge in one of the two new wings of the 
Conway Hospital, now nearing completion, will be 
furnished in memory of Dr. Archie Sasser, prominent 
surgeon and community leader who died last winter. 
An anonymous donor is having a large portrait of Dr. 
Sasser painted and this will be hung in a prominent 
place in the lounge. 


Plans are going ahead for the erection of a new 30 
bed, $300,000 hospital in Woodrufl. 


A new southeastern public health laboratory has 
been opened in Walterboro and will serve the counties 
of Colleton, Berkeley, Dorchester, Beaufort, Allendale, 
Jasper, Hampton, Bamberg, and Barnwell. It will be 
under the local direction of Dr. Holland M. Carter, 
health officer for Colleton, Dorchester, and Allendale 
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counties. It is hoped that the laboratory will fill a 
long felt need and will relieve some of the overload 
which is now being placed upon the state laboratory 
in Columbia. 


The new Medical Arts Building in Charleston, 
located near the medical college, is well on its way 
and is scheduled for completion around the first of 
the year. The building is to house ten office units. 


Dr. William H. Price, flying enthusiast and presi- 
dent of the South Carolina Pilot’s Breakfast Club, 
celebrated his seventieth birthday recently with 300 
members of the club at a meeting at the Abbeville 
Airport. 


Dr. Wyman King of Batesburg was recently in- 
stalled as president of the South Carolina Chapter of 
the American Academy of General Practice. Dr. 
Kirby D. Shealy is president-elect. 


Dr. Gabrial P. Joseph, Myrtle Beach general prac- 
titioner, has been called back into active military 
service. 


Dr. John A. Hall is now associated with Dr. Elliott 
Finger in Marion as general practitioner and surgeon. 


Dr. Carl B. Epps, Sumter, who has been secretary- 
treasurer of the Seventh District Medical Society for 
the past 32 years, was the recipient of a sterling silver 
pitcher from the organization at its recent annual 
meeting. The presentation was made by Dr. C. R. F 
Baker, Sumter, president of the §. C. Medical Associa- 
tion. 


Dr. Hugh Smith of Greenville was elected president 
of the Piedmont Clinical Assembly at its recent an- 
nual meeting. 


Dr. David Asbill of Columbia was elected enngace 
of the South Carolina Society of Ophthalmology and 
Otolaryngology. 


Dr. E. L. Wooten has opened his office in Columbia 
for the practice of gynecology. 


Dr. W. E. Fender, Jr., has announced the opening 
of an office in Walterboro for the practice of medicine. 


Drs. Samuel M. Wilkes and Raymond C. Ramage 
are now associated in practice in Greenville, with 
practice limited to general and thoracic surgery. 


The Richland County Mental Health Clinic was 
opened in Columbia on October 1. Dr. James B. Gal- 
loway, practicing psychiatrist of Columbia, will be in 
charge, assisted 4. Dr. Penrod G. Hepfer. 


Members of our Association who presented papers 
at the recent meeting of the Southern Medical Asso- 
ciation in Atlanta were: 

Dr. W. M. Hart, Florence, “Experiences on the 
Management of Prematures in a Community Hospital”; 
and Dr. Harold P. Jackson, Greenville, “The Manage- 
ment of Ervthroblastosis”. 


The eighth annual University of Florida Midwinter 
Seminar in Ophthalmology and Otolaryngology will be 
held at the Sans Souci Hotel in Miami Beach the week 
of 5 pet 18, 1954. The lectures on Ophthalmology 
will be presented on January 18, 19 and 20, and those 
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on Otolaryngology on January 21, 22 and 23. A mid- 
week feature will be the Midwinter Convention of the 
Florida Society of Ophthalmology and Otolaryngology 
on Wednesday afternoon, January 20, to which all 
registrants are invited. The registrants and their wives 
may also attend the informal banquet at 8 p. m. on 
Wednesday. The Seminar schedule permits ample time 
for recreation. 

The Seminar lecturers on Ophthalmology this year 
are Dr. W. B. Anderson, Durham, N. C.; Dr. W. P. 
Beetham, Boston; Dr. W. C. Owens, Baltimore; Dr. 
A. B. Reese and Dr. M. C. Wheeler, both of New 
York City. Those lecturing on Otolaryngology are Dr. 
E. N. Broyles, Baltimore; Dr. H. P. House, Los 
Angeles; Dr. W. M. McNally, Montreal, Canada; Dr. 
Dorothy Wolff and Dr. D. Woodman, New York City. 


BOOK REVIEWS 


MAY’S MANUAL OF DISEASES OF 
THE EYE 


Revised and edited by Charles A. Perera—2I1st Edition 
Baltimore—Williams and Wilkins 1953 $6.00 

There are few medical texts which have enjoyed 
such popularity over so long a period as this book. 

The twentieth and twenty-first editions, respectively, 
of this volume, revised and edited by Charles A. Per- 
era, M. D., maintains the aims and high standards 
achieved by the original author, Charles H. May, 
M. D. as set forth in the first edition published fifty- 
three years ago. 

In the twenty-first edition, Dr. Perera has brought 
all of the material up-to-date, and has accomplished 
to-day what Dr. May in his preface to the first edition 
stated was, “so difficult in preparing a book of this 
sort,” viz: “to say enough but not too much. 

This approach is especially valuable in presenting 
a highly specialized branch of medicine to under- 
graduate medical students, and to_ practitioners of 
medicine who seek information in ophthalmology only 
occasionally, 

It is, however a valuable addition to the library of 
every ophthalmologist. This reviewer still possesses 
and cherishes an eleventh edition volume purchased 
while a medical student nearly thirty years ago. 

Pierre G. Jenkins 


CORRESPONDENCE 


October 13, 1953 
Dr. Julian P. Price, Editor 
Florence, South Carolina 
Dear Dr. Price: 

Mv associates and I are engaged in a study of the 
blood pressure in people 65 and over, sponsored by 
the New York Heart Association. Three weeks ago we 
mailed questionnaires to 17,000 physicians through- 
out the country. Each physician received a letter of 
instruction in filling out the questionnaires. It was 
suggested that he supply blood pressure and other 
data on six cases, if possible. Thus far the number of 
responses has been disappointingly small. Although we 
realize that a relatively short time has elapsed since 
the questionnaires were sent out, we are afraid that 
many physicians may not appreciate the value of this 
study and the fact that it must fail unless they give 
their full cooperation. 
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In order to bring these facts to the attention of the 
medical profession, we would appreciate it if you 
could find space in your journal to present the project, 
either editorially or in a special announcement, and to 
urge the support of physicians. Filling out the question- 
naires does not require much time and many physi- 
cians will, we hope, take the trouble to do so if they 
understand the importance of their cooperation. 
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Questionnaires have been sent to only about one in 
ten physicians. We hope that others will be interested; 
if they send a postcard to “BLOOD PRESSURE 
STUDY”, 11 East 100th Street, New York 29, N. Y., 
the questionnaires will be forwarded to them. 
With sincere thanks for your cooperation. 
Sincerely, 
Arthur M. Master, M.D. 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. David A. Wilson, Greenville, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, S. C. 


FALL EXECUTIVE BOARD 

The executive board of the Auxiliary to the South 
Carolina Medical Association met in Greenville on 
October 8. The meeting was held at the home of the 
president, Mrs. David A. Wilson, on Paris Mountain, 
with Mrs. Wilson presiding. The meeting opened with 
the Auxiliary Pledge led by Mrs. A. T. Moore of 
Columbia, president-elect. Mrs. C. P. Corn of Green- 
ville gave the invocation, using the Club Woman's 
prayer. In the absence of Mrs. M. J. Boggs, re- 


cording secretary, the president appointed Mrs. 
R. L. Sanders of Columbia to act as secretary. 
Mrs. J. L. Sanders of Greenville acted as 


parliamentarian. Minutes of the spring executive board 
meeting and the post convention board meeting were 
read. Reports were given by all officers present, chair- 
men of standing committees, chairmen of special com- 
mittees, and county presidents. These reports revealed 
a variety of plans for programs, activities and projects 
for the year, all in line with the state program theme, 
“Health Education Through Community Service” and 
the national theme, “Know Your Community”. 

In conjunction with the business meeting workshops 
were conducted for chairmen of Nurse Recruitment 
and Heart Education, after which these chairmen re- 
ported to the entire group. Mrs. Alton Brown, chair- 
man of Nurse Recruitment, urged each county auvxil- 
iary to form at least one Future Nurses’ Club and an- 
nounced that a rally of club members was being plan- 
ned for sometime in the spring to be held at Winthrop 
College. Mrs. Brown recommended that the Board 
vote to change the dates decided upon at the spring 
board meeting for Nurse Recruitment week from the 
first week in February to the second week, the reason 
being in order that it might follow the “Miss Student 
Nurse” contest conducted by the South Carolina Hos- 
pital Association. A motion was made and carried to 
this effect. 

Dr. Peggy Fisher, chairman of Heart Education, 
called attention to an exhibit which that committee 
had arranged and announced that county chairmen 
would work in close collaboration with Public Rela- 
tions chairmen in an effort to bring more information 
before the public about heart disease. 

A resolution was presented to the Executive Board 
concerning honorary membership for Mrs. C. P. Corn 
of Greenville (a copy of this soaaiaiien is printed in the 
November issue of the Auxiliary Bulletin). This 
resolution was unanimously passed and Mrs. Corn has 
the distinction of being the first honorary member of 
the Auxiliary to the South Carolina Medical Associa- 
tion. 

Elected to the nominating committee were Mrs. 
W. F. Straight, Mrs. W. O. Whetsell and Mrs. J. O. 
Fullenwider. 

After the business the members adicurned to the 
Hotel Greenville for luncheon. Special music was 
rendered by Mrs. Arnold Putnam, pianist, and Mr. 


Charles Curtis, vocalist. Guests were Dr. and Mrs. 
G. B. Johnson of Spartanburg (Dr. Johnson is vice- 
president of the S. C. Medical Association ), Dr. David 
A. Wilson, Mr. Terrenzio, recent administrator of 
Greenville General Hospital and Mr. Tuomey, new 
administrator. Past presidents of the Auxiliary who 
were present were saluted and recognized by Mrs. 
Wilson. 

Dr. William Shulze of Greenville, chairman of the 
Advisory Committee, was introduced by Mrs. Wilson 
as the guest speaker. Dr. Shulze talked about Heart 
Education. He said that the air of mysticism which 
surrounded the practice of medicine for so long has 
gradually decreased. The public is more informed than 
ever before about disease and health problems in gen- 
eral, and that in this age of propaganda in which we 
live lay people are entitled to be educated. 

Dr. Shulze affirmed that he believed that people 
should be taught how to live with heart disease and 
how to make the most out of the remaining years. He 
said good heart education program embraces four 
principles: What causes heart disease, what prevents 
heart disease, what helps heart divease, and how to 
live with heart disease. 

Dr. Shulze clarified the fact that any lay person can 
belong to the American Heart Association simply by 
paving $5.00 a vear. 


TO OUR ADVISORY COMMITTEE 
We recognize the fact that the medical auxiliary is 
our opportunity as doctors’ wives to be identified with 
the medical profession. We interpret and support the 
ideas and ideals of the medical association. We know 
that we are an auxiliary and are not independent; 
therefore, we are grateful for the fact that we have an 
advisory committee who guides us, protects us, and 
encourages us. To this committee we pay tribute and 
appreciation: 
r. William Schulze, Greenville—Chairman 
Dr. W. D. Hastings, Jr., Spartanburg 
Dr. Wyman King, Batesburg 
Dr. Roderick McDonald, Rock Hill 
Mr. M. L. Meadors, Florence 
Dr. Vince Moseley, Charleston 
(Submitted by Mrs. David A. Wilson ) 


RULES GOVERN'NG THE JANE TODD 
CRAWFORD MEMORIAL LOAN FUND 
FOR STUDENT NURSES 
. It is the aim of the Jane Todd Crawford Loan Fund 
for Student Nurses to assist as many girls as pos- 
sible; therefore, no large loans will be granted. 
Loans will not exceed $300.00, payable at the rate 

of $100.00 per year. 

Loans shall be awarded only to girls who have 

completed high school and who have been accepted 

by an accredited school of nursing. 

. Loans shall be awarded on the basis of scholarship, 
character and need. 
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4. Each girl borrowing from the Loan Fund shall give 
a Note for the amount borrowed, such Note bein 
endorsed by men or women of sufficient financia 
responsibility to be satisfactory to the Chairman of 
the Loan Fund. 


5. Money will be loaned without interest if repayment 
is begun on securing employment following gradua- 
tion. One-third of the total amount to be paid an- 
nually without interest, with the option of paying 
the full amount. Interest at the rate of 5% will be 
charged on amount of unpaid loan at the end of 
three years. 


6. The amount allotted to one girl for one year shall 
be $100.00 and paid in amounts to be decided 
upon by the committee. 


. After filing application, a personal interview by the 
County Jane Todd Crawford Chairmen shall be re- 


quired. 


8.The application blank shall be filed and accompanied 
by three letters of recommendation as well as a 
personal letter sent to the Chairman of the Loan 
Fund. 
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AUXILIARY EXECUTIVE BOARD 
CONTRIBUTES TO A. M. E. F. | : 

The following letter with a personal check for fifty 
dollars ($50.00) was received ] the chairman, Amer- 
ican Medical Education Foundation, as a substitute 
for gifts to members of the executive board at the fall 
meeting of that board. 

October 8, 1953 


Mrs. W. H. Lyday, Chr., A.M.E.F. 
Greenville, S. C. 
Dear Mrs. Lyday: 

Each one of us believes that we should strive to 
keep our medical schools operating without federal 
funds. The American Medical Education Foundation 
is our opportunity to make a voluntary contribution. 
We are determined to achieve our ambition to have 
every Auxiliary a contributor. Please accept the 
closed contribution as a token of my esteem for and 
appreciation to each member of this board for her sup- 
port, interest, and friendship. This gift is presented to 
the A.M.E.F. in the name of the executive board, 
Auxiliary to the South Carolina Medical Association 
with a special request that it be given to the Medical 
College in Charleston, South Carolina. 

Very sincerely yours, 
(Signed) (Ruth Alexander Wilson ) 
Mrs. David A. Wilson, President 


THE TEN POINT PROGRAM 


M. L. MEADORS, ExecuTive SECRETARY AND COUNSEL 


SELECTIVE SERVICE ANNOUNCES 
CHANGES 

Operations Bulletin No. 88 of Selective Service Sys- 
tem, originally issued February 24, 1953, and 
amended October 9, contains some very interesting 
information to physicians registered under the Doctor 
Draft Act. Following are extracts of principal interest 
from the Bulletin, copy of which has been furnished 
us by Dr. Frank C. Owens, Chairman of the Military 
Service Advisory Committee for South Carolina: 

“2. Operations Bulletin No. 102 provides that the 
processing for armed forces physical examination and 
for induction of special registrants shall be dis- 
continued. . . . It is anticipated that many replace- 
ments for physicians . . . can be obtained from recent 
graduates who are also liable for induction as regular 
registrants. 

“3. (a) Local boards are therefore requested to 
continue to process for induction all regular registrants 
who are also special registrants. Such registrants shall 
be processed for induction as regular registrants with- 
out regard to their priority status as special registrants. 

(b) Local boards should continue to give 
serious consideration to the deferment of a regular 
registrant who is also a special registrant and who 
holds a degree in either medicine or dentistry, in order 
that he may complete up to one year of internship.” 


“4... . The induction of a regular registrant who 
is also a special registrant shall be postponed, under 
section 1632.2 (a) of the Selective Service Regula- 
tions, until further notice, whenever the local board 
finds that such regular registrant has either (a) ap- 
plied for a commission in a Reserve component of the 


armed forces within the period prescribed in para- 
graph 3 (c) of this bulletin and has not failed to 
accept the commission when tendered, or (b) ac- 
cepted a commission in a Reserve component of the 
armed forces or the Public Health Service prior to the 
date he is to report for induction.” 

The Bulletin continues by stating that it is pre- 
sumed such a registrant actually holding a commission 
in the armed forces will be called to active duty at the 
earliest date his services can be utilized, in a com- 
mission status; and that a registrant who holds a com- 
mission in Public Health Service will be called to 
active duty, likewise, at the earliest date his services 
can be utilized. Such registrants should be inducted 
only when they fail to apply for or to accept when 
tendered, a commission in a Reserve component of 
the armed forces, and do not hold a commission in the 
Public Health Service. It is further stated that the 
military department will notify the State Director of 
Selective Service in the event a regular registrant fails 
to accept a commission within thirty days after the 
date it is tendered. 


SUPPORT FOR MEDICAL EDUCATION 
(A. M. E. F. Bulletin) 


The whistle has blown for the last quarter . . . the 
last quarter of 1953. The final score in the Founda- 
tion’s campaign to raise money for the nation’s medi- 
cal schools will depend largely on the efforts of those 
working at the state and county level. NOW is the 
time for maximum effort on the part of every state and 
county society committee to insure a record income 
for 1953. 


November, 1953 


We will not, in all probability, attain our goal of 
$2,000,000, but, if we exert every effort in this direc- 
tion, the last day of December will see the Founda- 
tion’s income standing in excess of one million dollars 
for the first time since its inception. 


During the second and third week of November, 
more than 150,000 subscribers to the Journal of the 
American Medical Association in the United States 
will receive literature and a letter explaining the value 
of reviewing their probable income tax to see if a 
contribution to the Foundation might serve a dual 
purpose . . . of lessening their income tax and at the 
same time, helping the nation’s medical schools. Your 
personal efforts added to this mail campaign can in- 
crease the amount of money raised in your state or 
county and elevate the relative position of your state 
in the record, perhaps even move it to the Number 
One spot . . . indeed, an enviable position for any 
state. 


The number of contributors has increased more than 
100 per cent during the current year and on October 
1, our income was in excess of 1952. Every dollar that 
the state and local committees turn in from now until 
December 31 will expand the total funds raised and 
push the total ever closer toward the million dollar 
mark. 


The Foundation has received $924,741.63 from 
14,366 contributors at this writing. Let’s all go to 
work at once and watch this total grow. The late Chief 
Justice of the United States Supreme Court, Charles 
Evans Hughes once said, “There is no problem too 
difficult for the people of this nation. When they work 
in unison, its solution becomes a reality.” Those words 
of wisdom were spoken at a time when the opponents 
of the American Red Cross had argued that it was im- 
possible to acquire effectively sufficient monies bv 
voluntary methods to combat the aftereffects of flood 
disasters in this nation. We all know that Mr. Hughes 
was right in his opinion. 


DO YOUR PATIENTS REALLY LIKE YOU?* 


Nothing is a safer topic for conversation than doc- 
tors and the medical profession. A group of people 
may have had violent disagreements, but when the 
discussion is shifted to doctors, most of the people 
present will probably agree. Unfortunately, in most 
cases, they will agree on negative facts about the medi- 
cal profession. Even those people whom you would 
not consider capable of unfairness and subjective at- 
titudes, will join in gleefully to report incidents from 
their own experience where doctors were wrong, over- 
charged, drove around in Cadillacs after only one year 
in practice, split fees, and a long list of comparable 
horror tales. 


(*Extract from an address by Ernest Dichter, Ph. D., to the 
conference on public relations, Medical Society of the 
State of New York. Reprinted from New York Medicine, 
October 20, 1953.) 
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From a public relations viewpoint, and to the re- 
searcher in human motivations, a big question mark 
poses itself. How come? Why, from among all the 
various possible scapegoats in modern human society, 
are doctors picked, and what can be done about it? 
How can we make patients like their doctors more? 
Several years ago I was asked by the Alameda Contra 
Costa County Medical Association, to investigate this 
doctor-patient relationship, to find out what was wrong 
with it and what could be done about it. Since then, I 
have conducted a number of additional studies. One 
major one for C.P.S., the California Physicians Service, 
on specific problems in connection with health insur- 
ance, and a number of experimental studies to de- 
termine in what ways the doctor-patient relationship 
can be improved. 


First, was the diagnosis. What was wrong? Sum- 
marizing our findings, what had happened was that 
while the world was changing and changing rapidly; 
while the patient in this world was changing at least at 
the same pace; while all the medical equipment, medi- 
cal knowledge and drugs were developing at an ever 
increasing rate; the HUMAN aspect in the doctor- 
patient relationship had fallen behind. A psychological 
lag had taken place. We discovered that most doctors 
choose their profession for idealistic reasons. Though 
a good income is usually expected, and this factor 
does enter into the picture, the idea of helping 
humanity and doing something worthwhile, un- 
commercial, and out of the doldrums of everyday life, 
of devoting oneself to helping others, is very strongly 
accepted. Something vital and very important happens 
to the young doctor during the course of his major 
studies and particularly during his internship. The 
young doctor discovers the harsh realities of life. These 
realities very quickly clash with his initial, highly 
exaggerated idealism. 


The patient, as well as the doctor, becomes aware 
of this conflict. The doctor often exaggerates his ideal- 
ism to over-compensate for the recognition that in 
many ways, he really has to behave like a business- 
man. The patient on the other hand, is asked and 
expected to pay respect comparable to the kind of 
reverence that one pays to a saint, and then a few days 
later he receives a bill—again a conflict is the result. 
A further difficulty stems from the fact that while the 
modern patient is catered to by most other business 
and professionals, and even large corporations, the 
medical profession as a whole has failed to acknowl- 
edge that this patient has been growing up, is in- 
sistent on his right to be treated as an equal, and 
spoken to in clear understandable language. The 
modern patient doesn’t want to have complicated 
Latin phrases thrown at him, which he feels he would 
understand quite well if they were translated. Every 
time he is in contact with a doctor, he feels he is 
confronted by a clique. He is the outsider, the child, 
the ignoramus. 


The modern citizen, and thus the modern patient, 
has been invited to become a participant, rather than 
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a passive recipient in more and more fields. There are 
profit-sharing plans; do-it or make-it yourself is the 
latest and mest modern development in many fields of 
industry. The home workshop, the ready-mixes, fix-it 
yourself plans; new approaches in labor-management 
relationships, where labor becomes a participant in 
management decisions, all point to an entirely new 
direction. His relationship with the doctor seems to 
be in complete contrast to this. Instead of being per- 
mitted or invited to be a participant, he is told to 
simply hold still and follow instructions. 


A further important trend which has been observed 
in our modern culture, is the desire for emotional 
security. Before the last election, it was predicted that 
in times of prosperity, the party in power stays in 
power. This prediction was wrong. Why? Because a 
psychological factor was overlooked—that people in 
general want more than just financial security. They 
need emotional security as well. Applied to the medi- 
cal field, it means that the technological assurance, the 
mastery of x-ray machines and antibiotics, while highly 
desirable, is not enough. We often overlook the fact 
that progress does not take place in a straight ascend- 
ing line, that a much more correct picture is the one 
of a spiral development. While it seems logical that 
progress has such a steady development, that greater 
and greater efficiency and scientific expertness on the 
part of the doctor was all that was demanded, our 
studies show conclusively that not only in this field, 
but in many other fields, people really want to be 
assured of the return of this spiral development. They 
want to come back to the kind of relationship on an 
emotional level that they used to have with their doc- 
tor. But in a more developed and scientifically more 
dependent form. 


Even in the industrial field, our studies showed that 
such companies as General Mills, General Motors, 
Ford, etc., have to take care of the emotional problem. 
A company like General Mills had to invent a personal- 
ity like Betty Crocker in order to establish a relation- 
ship of a psychological and emotional form. In other 
words, it is not enough for them to produce an 
excellent flour and to have perfect production facilities, 
what is even more important and what finally de- 
termines the success of their commercial undertaking, 
is the existence or non-existence of this emotional tie. 


Comparably, therefore, the modern doctor too can 
have the most perfect laboratory equipment in his 
office, be qualified through medical knowledge in the 
most unquestionable fashion, and yet be completely 
deficient as far as the basic requirements of his profes- 
sion are concerned. These requirements of having an 
emotional relationship with his patient used to be the 
standard equipment of any good family doctor. A 
modern patient feels that he has been cheated, that 
he has x-ray machines instead of human relationships. 
He clamors, therefore, and with a great feeling of 
justification, for the old family doctor to be brought 
back, minus the horse and buggy, of course, and 
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equipped with the x-ray machine and all the other 
scientific advances. 


In our surveys we discovered that the doctor is 
proud of his rugged individualism. Yet, this individual- 
ism is as outdated as the frontiersman who totes his 
gun, would be today. The modern patient is no longer 
allowed to be this kind of rugged individualist. Re- 
cently it was pointed out that there are hardly any 
employers left. Most of us are employees of a large 
corporation or business enterprise. In the final analysis, 
even the president of General Motors is an employee, 
with all the psychology that goes with it. What right 
has the doctor to consider himself beyond the law, 
above the restrictions that are imposed on almost every 
other citizen in our society? 


Therefore, the modern patient demands that his doc- 
tor interest himself in community affairs as much as 
he himself is expected to participate. He demands that 
the modern doctor accept his responsibility as far as 
medical care is concerned. This is another source of 
conflict, another source of jealousy and frustration. 


In this short time, I cannot go into all the details 
of the various studies concerning the Doctor-Patient 
relationship which we conducted. The diagnosis can 
be summarized in the following wav: 


It is not the high medical fee; it is not even the 
threat of catastrophic illness nor the imperfection of 
medical science; nor any other surface reason given 
by people when asked directly, which can serve as 
the explanation for this lack of love on the part of the 
modern patient for his doctor. We have to dig deeper, 
as we did in our psychoanalytic approach to the prob- 
lem, in order to find out what some of the real faults 
in this relationship are. As the examples we have pre- 
sented demonstrate. most of them point to a feeling 
of frustration. The modern patient wants to be loved 
by his doctor. The modern doctor would like to love 
his patient, have a personal relationship with him and 
spend as much time as possible with him. Both, in a 
sense, are caught in this dilemna. The modern doctor 
is not permitted to be the idealist he really feels he 
ought to be. The modern patient feels he is not being 
treated the way he really feels he ought to be treated. 
He states, as one of our respondents did, “All he did 
was make me well.” 


You might say, “This is the typical, ungrateful at- 
titude of a patient.” 


As a psychologist, I would say, “No, this is the out- 
cry of a person who feels let-down, neglected, and 
robbed of what he thinks his doctor should have given 
him—love, interest and affection.” 


What is the answer? What can be done about it? 
How can we make the patient love his doctor? What 
therapy, as far as public relations are concerned, can 
we prescribe? It is my conviction that the answer does 
not lie in political maneuvers, in lobbying, or any other 
form of high pressure advertising approach. We must 


Various factors during pregnancy (intestinal displacement, 
atony, inactivity) make it virtually impossible for most women 
to go through the gestation period without constipation. 


CONSTIPATION IN PREGNANCY: 
Satisfactorily controlled with Metamucil’ 


Metamucil, with its physiologic prin- 
ciples of “‘smoothage” and “normo- 
hydration,” is well tolerated for 
pregnancy constipation. This bland 
vegetable colloid may be used through- 
out the entire nine-month period 
without fear of forming a “‘habit” and 
without irritation to the mucosa. 
Greenhill’ suggests that Metamucil 
be given every other night. He also 
recommends that Metamucil be given 
in conjunction with a proper diet, 


during the lying-in period of the 
puerperium. 

Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), a 
seed of the psyllium group, combined 
with dextrose (50%) as a dispersing 
agent. It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 

1. Greenhill, J. P.: Principles and Practice of 


Obstetrics, ed. 10, Philadelphia, W. B. Saunders 
Company, 1951, pp. 103-104; 311; 332. 
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give each individual physician a manual, a prescription, 
or better yet, the tools to develop insight into his own 
relationship with his patients and urge him to put 
these things into practice bit by bit. Only by such a 
systematic approach, starting with each individual 
doctor, can we hope to achieve a generally improved 
relationship between the doctor and his patient. 


MEDICAL EDUCATION IN THE UNITED 
STATES REACHES ALL TIME HIGH* 


For the fifth consecutive year, the total number of 
students enrolled in approved medical schools has 
established a new record. The number of students 
graduated constitutes the largest group ever graduated 
in one academic year. This was disclosed in the 53rd 
annual report on medical education, prepared by the 
Council on Medical Education and Hospitals of the 
American Medical Association. 

Enrollments in the country’s 72 medical and seven 
basic science schools during 1952-53 totaled 27,688, 
or 2.3 per cent more than the 27,076 enrolled during 
1951-52 according to the report. 

The 6,668 students graduated during the last year 
exceeds by 279, or 4.4 per cent, the previous record 
established in 1947, when at the termination of the 
wartime accelerated program several schools graduated 
more than one class. The estimated number of gradu- 
ates for 1953-54, based on enrollments reported for 
senior classes in schools, is even greater—6,831. 

There was, however, a slight decrease in the size of 
the entering freshman class for the first time in five 
years—7,425, or 16 less than the record class of 1952- 
53—it was shown in the report. 

“Figures available at present suggest that the 1953- 
54 freshman class may show some further slight re- 
duction in the number of students admitted”, the re- 
port stated. “This leveling off after a period of rapid 
and marked expansion in enrollments perhaps reflects 
an adjustment to operation of the present schools at or 
near the maximum capacity. 

“However, there will be further significant increases 
in enrollments when certain established schools com- 
plete expansion programs that are now under way, 
and when several new schools, now in the final stages 
of development, are completed.” 

In addition to those regularly enrolled as full time 
students of medicine, medical schools had enrolled a 
total of 140 part time and special students working to- 
ward an M.D. degree, and 407 students in internships 
that were a part of the degree requirements of the 
medical schools at which they were educated. There 
was also a total of 1,734 students from the United 
States enrolled in 72 foreign medical schools located 
in 22 different countries. 

There were 1,463 women in medical and_ basic 
science schools during 1952-53, eight less than last 
year, the report said. The women comprised 5.3 per 
cent of all students, as compared with 5.4 per cent 


*Connecticut State Medical Journal, October, 1953. 
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last year. Women in freshmen classes totaled 399, 
against 394 last year. They constituted 6.1 per cent 
of all applicants to medical schools this year, compared 
with 5.6 per cent last year. The actual number of 
women graduates increased slightly—363, or 5.5 per 
cent of the total as contrasted to 351 last vear. The 
record number of women graduates, 612, was set in 
1949. 


A total of 715 Negro students, 2.6 per cent of all 
enrollments, was reported. 


The number of veterans enrolled in medical and 
basic science schools declined for the second year. 
There were 7,942 veterans enrolled, comprising 28.7 
per cent of the total student body, as compared with 
11,436, or 42.2 per cent, last year. There were 36 
women veterans. 


For the fourth consecutive year, the number of 
applicants for admission to medical schools continued 
to decrease, the report disclosed. During the year 
1952-53, 16,763 individuals applied for admission, a 
decrease of 3,157 from 1951-52, and 5,516 less than 
the number who applied in 1950-51. 


“This report has emphasized in recent years that 
the difficulty of gaining admission to medical schools 
has been grossly exaggerated,” it was stressed. 

“The statistics presented here amply confirm this 
exaggeration. The situation in the past year, when 
there were 2.6 applicants for each place in medical 
schools was approximately comparable to the year 
1929-30 when there were 2.6 applicants for each 
available place. 

“The decline in the ratio of applicants to available 
places in medical schools that has occurred in the 
three years has been due not only to a decrease in the 
actual number of applicants, but also to the significant 
expansion in the facilities for training physicians that 
has taken place in recent years, an expansion that is 
still continuing.” 

There are probably a number of causes for the 
shrinkage in the size of the applicant pool, and a com- 
plete analysis of this major problem could not be 
undertaken in the report, it was stated. However, it 
was added: 

“One major factor is the disappearance of the large 
backlog of veterans who completed their premedical 
training following the termination of World War II. 
Another factor, one that is certain to cause serious 
concern among medical educators, is the sharp de- 
crease in the number of applicants with superior 
academic records. 

“While, again, one can only speculate as to the 
cause, it seems likely that this drop is in no small 
measure due to increasing competition for such talent 
from other professional fields. If the present trend 
continues, many medical schools in this country may 
find themselves hard pressed to recruit adequate com- 
plements of well qualified students.” 

Medical faculties and medical students alike show 
a continuing interest in education for family or gen- 
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eral practice, the report pointed out. A high proportion 
of the medical schools sponsor one or more programs 
specifically designed to induce students to this type of 
practice. 


The report also disclosed that physicians of this 
country are cognizant of the fact that medical educa- 
tion is a continuous process and that it is their re- 
sponsibility to keep abreast of advances in the field of 
medicine. During 1952-53, 64,608 physicians attended 
1,341 postgraduate courses. 


The heavy burden medical faculties must assume 
over and above their regular programs for under- 
graduate medical students was pointed out by the 
report. A total of 50,445 students other than regular 
medical students received instruction from medical 
schools during 1952-53. These included part time or 
special students working toward M.D. degrees; dental. 
pharmacy and nursing students; nonnedical students 
taking medical courses; physicians enrolled in re- 
fresher or continuation courses; physicians enrolled in 
formal basic science courses; physicians holding ap- 
pointments as fellows; interns and residents. 


The financial plight of the medical schools was 
stressed in the report, which stated: 


“The financial support of medical education con- 
tinues as a problem of immediate and pressing im- 
portance. Despite the steady increase in funds that 
have been made available to medical schools in the 
last seven years, medical educators, pointing to the 
continuing inflation and the continuing demands that 
are being placed on the medical schools for more re- 
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search, more service and the expansion of their student 
bodies, have indicated that many schools are still 
operating under serious financial pressures.” 


Estimated funds available to medical schools dur- 
ing 1953-54 are $132,309,000. This includes $87,409,- 
000 in budgeted funds and appropriations, $1,400,000 
in funds for miscellaneous projects, $38,200,000 in 
research grants from outside agencies, and $5,300,000 
in teaching grants from outside agencies. 


To help alleviate the financial difficulties of the 
medical schools, the National Fund for Medical Educa- 
tion and the American Medical Education Foundation 
have been soliciting voluntary contributions from or- 
ganizations and individuals during the last two years. 
They have distributed more than $4,750,000 in un- 
restricted grants to the nation’s medical schools since 
July, 1951, and hope to be able to provide at least 
$10,000,000 annually to aid the schools in meeting 
the operating costs of their educational programs. 


A very brief resume of the Survey of Medical 
Education, begun in 1947 and completed this year, 
was contained in the report. The survey was made to 
determine the present status of medical education, so 
that still further improvements can be made in the 
future. 


The report was prepared by Dr. Francis R. Manlove, 
an associate secretary of the Council on Medical 
Education, Dr. Donald G. Anderson, secretary of the 
council, and Mrs. Anne Tipner, «a member of the 
council’s staff. All are of Chicago. 
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